randomly from the base, medium portion and apex of both sides of the prostate gland as suggested by Hogde in substitution to biopsy directed to nodules identified by rectal examination (4) . Following HGPIN the chance of finding cancer was up to 35%, and a new biopsy was recommended after this diagnosis (5) .
Different studies suggested that sextant biopsies were not adequate to search for prostate cancer and 12, 14, 16, 18 fragments and even saturation biopsies with over 30 cores taken in one biopsy section were proposed to correctly diagnose the disease. With the increased number of fragments, the diagnosis of HGPIN lost its power to predict PC in subsequent biopsies, with results similar to those found after a benign diagnosis (6) . In addition, in the occasion of prostate cancer detection after a HGPIN diagnosis, radical prostatectomy shows favorable characteristics of the tumor (7). In addition, some of the lesions that in the past we used to call florid HGPIN are now being called intraductal cancer (IDC), a diagnosis frequently associated with high grade invasive cancer.
It is now recommended that a diagnosis of IDC be associated with a note in the pathology report recommending a better attention to this particular patient (12) .
Since HGPIN now only correlates with a marginal increase in the incidence of prostate cancer, I would like to propose that we pathologists begin to omit this diagnosis in our reports as we did with low grade PIN in the past. This will certainly reduce stress in patients and doctors.
